Regardless of cause, stridor implies critical airway obstruction of at least 50% of the airway lumen. 3, 4 Patients with stridor are at high risk of respiratory failure and death and require initial stabilisation to maintain ventilation and oxygenation, if this is consistent with the goals of care. [3] [4] [5] The degree of respiratory distress depends on whether partial airway obstruction has developed gradually (e.g. laryngeal tumour) or rapidly (e.g. acute epiglottitis). Unless resolved promptly in the emergency department, [3] [4] [5] Awake fibreoptic intubation is not a necessarily the safest technique for patients with advanced upper airway obstruction due to difficulty in achieving good local anaesthesia in the presence of a tumour or inflammation, the risk of haemorrhage (particularly with supraglottic lesions), the risk of 'corking off' the patient's remaining airway and the poor view in very narrow orifices. [3] [4] [5] [6] A fall-back position should be rehearsed and the procedure should be undertaken in the operating theatre by a senior anaesthetist with a senior surgeon scrubbed and with a tracheostomy set open.
Stridor is an important clinical sign associated with a variety of causes. The outcome depends on immediate appreciation that it is a sign of a life-threatening airway emergency, prompt treatment of reversible causes and an early multidisciplinary approach, regardless of the underlying cause. We hope that our findings are of use to readers in identifying possible aetiologies that should be considered in adult patients presenting with stridor.
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